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Abstract
Background: Cross-sectional studies have shown associations between lumbar degenerative manifestations on
magnetic resonance imaging (MRI) and low back pain (LBP). Disc herniations and other degenerative
manifestations, however, frequently occur in asymptomatic individuals. The purpose of this cross-sectional study
was to analyze for associations between pain intensity and degenerative manifestations and other pain variables in
patients for whom prognostic factors have been published previously.
Methods: Included were 141 consecutive patients with and without radiculopathy, all sick-listed 1–4 months due
to low back pain and subsequently examined by MRI of the lumbar spine. Using different methods of grouping the
degenerative manifestations, linear regression analyses were performed with the intensity of back + leg pain, back
pain and leg pain as dependent variables covering actual pain and pain the preceding 2 weeks. The clinical
classification into +/− radiculopathy was established before and independently of the standardised description of
MRI findings.
Results: Radiculopathy was present in 43 % of the patients. Pain was best explained using rank-ordered
degenerative manifestations on MRI. Back pain and leg pain were differently associated, and back pain was less
explained than leg pain in the multivariate analyses (15 % vs. 31 % of the variation). Back pain intensity was higher
in patients with type 1 Modic changes and in some patients with nerve root touch, but was not associated with
disc herniations. Leg pain intensity was well explained by disc herniations causing MRI nerve root compromise and
radiculopathy. In patients with radiculopathy, nerve root touch caused as much leg pain as nerve root displacement
or compression. High intensity zones and osteophytes were not associated with back pain, but only associated with
leg pain in patients with radiculopathy. Tender points explained some of the back pain, and widespread pain
explained leg pain in some of the patients without radiculopathy.
Conclusions: Back pain was associated with type 1 Modic changes, nerve root touch and tender points, whereas leg
pain was associated with osteophytes, HIZ, disc herniation, all sorts of MRI nerve root compromise, radiculopathy and
widespread pain.
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Background
Cross-sectional population studies have shown statisti-
cally significant associations between degenerative mani-
festations on lumbar magnetic resonance imaging (MRI)
and low back pain (LBP) the preceding year [1, 2]. How-
ever, degenerative changes occur frequently in persons
without LBP [3]. A systematic review including 45 papers
found weak associations between LBP and degenerative
manifestations with meta-estimates of Odds Ratios ran-
ging from 2.3 to 3.6. [4]. Disc degeneration and disc
herniation were identified in 54 % (4–76 %) and 27 %
(7–85 %) of persons without LBP, respectively. However,
nerve root displacement or compression was only seen in
2–5 % of those without LBP [4], a finding that has been
confirmed elsewhere [3]. End plate oedema (Modic
changes) was not included in the analyses.
The difficulties in demonstrating clear-cut associa-
tions between MRI findings and low back pain may
have various explanations: First, MRI cannot differenti-
ate between new and old findings, which may weaken a
given association. Second, many studies only look at
the presence or absence of degenerative MRI findings
which may be inadequate, as more levels of the lumbar
spine involved in one person do not count more than
one level in another person. A sum score may adjust for
this shortcoming [5], but it does not distinguish between
persons with many moderate changes and persons with
few severe changes, who may have equal sum scores.
A rank-ordered classification by the most severely
degenerated segment [6] may solve this problem, but
then less severely degenerated discs in a person do
not count at all.
Finally, back pain may be caused by other mechanisms
not necessarily associated with degenerative manifesta-
tions. Back pain is part of the definition in chronic wide-
spread pain and fibromyalgia, a subset of this category
[7]. The pain in these patients have been shown to be
caused by facilitation of pain processing and/or insuffi-
cient pain inhibition due to central neuronal mecha-
nisms [8]. We have previously shown that this type of
pain mechanism may play a role in a proportion of pa-
tients with non-specific LBP [9].
Furthermore, MRI findings have been associated most
clearly with radiating pain below the knee [10], but
many studies do not differentiate between back pain and
leg pain [11–13].
In the present study including a subset of the patients
mentioned above [9], both back pain and leg pain inten-
sity were recorded. All patients had LBP with or without
radiating pain [14]. Therefore, a comparison between
participants with and without pain was not possibly. In-
stead, we aimed at analyzing the associations between
the pain intensity and MRI findings comparing normal
anatomy with degenerated anatomy.
Accordingly, the aims were
1) to analyse for associations between the amount of
degenerative manifestations on MRI and the
intensity of back + leg pain as well as back pain and
leg pain, separately.
2) to clarify which of the three methods of grouping
the degenerative manifestations would explain most
of the variation in the pain-associations: present vs.
absent, sum scores or rank-ordered scores.
3) to establish multivariate models for back + leg pain,
back pain and leg pain based on degenerative




Cross-sectional clinical study using standardised blinded
MRI description.
Patients
The patients in the present study belonged to a cohort
of patients participating in a clinical intervention study
previously reported [14]. They were selected by a one-
year study period, in which MRI was performed con-
secutively. One patient was excluded, as he stayed away
from the MRI examination.
Inclusion criteria for joining the clinical intervention
study: Partly or fully sick-listed from work for 4–
12 weeks due to LBP with or without radiculopathy, LBP
should be the prime reason for sick-listing and at least
as bothersome as any pain elsewhere, age16–60 years,
referred from a well-defined area counting about
280,000 inhabitants, and the patient should be able to
speak and understand Danish.
Exclusion criteria: Registered as unemployed, living
outside the referral area, continuing or progressive radi-
culopathy resulting in plans for surgery, low back sur-
gery within the past year, previous lumbar fusion
operation, suspected cauda equina syndrome, progres-
sive paresis or other serious back disease (e.g. tumour),
pregnancy, known dependency on drugs, or alcohol or
primary psychiatric disease.
Patients with spondylolisthesis, severe scoliosis, in-
flammatory back pain or cancer were excluded [6].
At their first visit, the patients completed a compre-
hensive questionnaire. Afterwards, a rehabilitation doc-
tor (OKJ) recorded their symptoms and performed a low
back examination including measurement of forward
flexion, side-flexion and tender point examination. Based
on symptoms and physical examination, the patients
were classified as having non-specific LBP or radiculopa-
thy. Radiculopathy was defined as structural changes on
MRI corresponding to a minimum of one of the
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following signs: positive Lasegue of 60° or less, miss-
ing or inhibited reflex, altered sensation in a derma-
tome or paresis. In cases of spinal stenosis, spinal
claudicatio in combination with MRI findings were
sufficient [14, 15].
MRI of the lumbar spine including T1- and T2-
weighted sequences was performed within 4–6 weeks at
the local hospital using a 0.7-T machine. A few MRI’s were
performed with similar techniques at hospitals nearby.
All images were primarily evaluated for clinical use by
the rehabilitation doctor, who had access to all clinical
data, and the images were described by local specialists in
radiology at the hospital as well. A clinical suspicion of
radiculopathy was revised, if MRI did not confirm nerve
root compromise due to disc herniation or stenosis. After-
wards, all MRI images were transformed to compact discs
and blinded, except for identification number, and sent to
a specialist in radiology, who was blinded for the clinical
data. The MRI images were evaluated and described in ac-
cordance with a previously validated protocol [16].
Questionnaire and clinical data
At the top of the questionnaire, a figure showed the LBP
area between the 12th ribs and gluteal folds.
The LBP rating scale. This scale has been validated pre-
viously [17] and comprises a ‘sum score’ based on ques-
tions about worst, average, and actual pain during the
preceding 2 weeks. Three numeric rating scales (0–10)
were added to a back pain score and a leg pain score, re-
spectively. The sum of these two scores (0–60) comprised
the back + leg score.
Disability in daily life activities. A validated Danish
version of the Roland Morris Questionnaire (RMQ) in-
cluding 23 items [18].
Widespread pain (from the Danish version of the
General Health Questionnaire): Affirmative answer on
two questions covering the preceding 2 weeks: Much
bothered by pain or discomfort in 1) neck, shoulders,
arms, hands? 2) back, buttocks, legs, knees and feet?
Use of pain medication: 5–7 days per week, 1–4 days
per week, 0 days.
Radiculopathy: Nerve root pain and at least one of the
following clinical signs corresponding with MRI findings:
‘Positive Lasegue ≤ 60°’, ‘missing or inhibited reflex’,
‘altered sensation’ or ‘paresis’.
Tender point (TP) examination [7] is a standardized
method for assessing diffuse hyperalgesia as in fibro-
myalgia. A gradually increasing pressure by 1 kg per sec.
up to 4 kg was applied by the thumb at 18 spots on the
body, symmetrically located on the neck, shoulders,
forearms, second ribs, buttocks and legs. Only painful
points were counted as positive. The examination tech-
nique has been shown to be reliable with good agree-
ment, but less precise [19].
Ethical approval
Presented in original study [14]. All patients signed in-
formed consent.
Data analyses
Differences in proportions were analysed by Chi2-test,
and differences in discrete distributions were analysed
by unpaired t-test if the distributions were normally dis-
tributed and by Wilcoxon rank-sum test if not normally
distributed. Spearman’s test was used to correlate not
normally distributed variables. Logistic regression was
used for analyzing dichotomous outcomes when adjust-
ment was required.
All structural findings on MRI were established as var-
iables in three ways: ‘a max score’, a ‘sum score’ and
‘present vs. absent’. ‘Max scores’ were calculated by
rank-ordering the degenerative manifestations and sum-
ming up all patients who had the structural finding in
question as the most extreme finding (the ‘max’ com-
mand in STATA). ‘Sum scores’ were calculated by add-
ing the structural findings on all lumbar levels. ‘Present
vs. absent’ were dichotomous variables. Modic changes
were analyzed by ‘types’ and ‘sum score’ of volume. The
resulting variables were analysed by descriptive statistics.
Back + leg pain, back pain and leg pain were normally
distributed and were used as dependent variables in uni-
variate linear regression analyses with the degenerative
manifestations and other baseline variables as independ-
ent variables. All analyses were adjusted for age and sex.
The MRI variables that potentially could cause nerve
root compromise were subdivided by radiculopathy, and
other variables showing interaction with radiculopathy
were also subdivided. Wald’s test was used to test statis-
tical significance for categorical variables. The conditions
for using linear regression were checked by normality
plots of residuals, residuals versus predicted, and check
of leverage and standardised residuals.
Subsequently, multivariate analyses were performed by
first analysing degenerative manifestations with back +
leg pain, back pain and leg pain as dependent variables
to establish models including more than one variable if
possible. Afterwards, other explanatory baseline variables
were incorporated to achieve higher adjusted R2, i.e. the
percentage of the variation explained by the linear re-
gression model.
Variables that could be interpreted as caused by pain
were not included. Collinearity was checked by multiple
correlation analysis.
All analyses were performed by STATA [20], and a sig-
nificance level of 5 % was chosen.
Results
Baseline variables are shown in Table 1. Back + leg pain
intensity and disability were similar in men and women,
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but back pain and leg pain differed a little in regard to
sex. Radiculopathy was identified in 43 % of the patients,
and roughly half of the patients reported pain for more
than 3 months.
By subtracting leg pain intensity from back pain in-
tensity, the relative balance between back pain and
leg pain was calculated: Back pain exceeded leg pain
in 62 % of all patients. Leg pain was reported as
more intense or as intense as back pain in 66 % and
18 % of the patients with and without radiculopathy,
respectively. Thus, there was overlap between leg pain
and radiculopathy: By cutoff 0.5, the area under the
ROC curve for classifying leg pain correctly as radicu-
lopathy was 76 %, sensitivity was 55 % and specificity
was 73 %.
Univariate analyses of degenerative manifestations
The degenerative manifestations shown to the left in
Table 2 were predominantly located caudally, the seg-
mental distribution has been presented elsewhere [6].
Summary of MRI associations in Tables 2 and 3
The relative proportion of patients with clinical radiculopa-
thy increased by increasing degree of disc herniation and
MRI nerve root sign (‘max score’ left column, Table 3).
Osteophytes and high intensity zone (HIZ) were not as-
sociated with back pain and were only associated with leg
pain, when radiculopathy was present (Tables 2 and 3).
Disc herniations were not associated with back pain,
but MRI nerve root compression was associated with
less back pain as compared to the reference group
(Table 2 Figs. 1 and 2). Nerve root touch (Fig. 3) tended
to be positively associated with back pain in contrast to
nerve root displacement or compression (Fig. 2 and 3).
Disc herniations and MRI nerve root signs were only
associated with leg pain when radiculopathy was present
(Tables 2 and 3 Figs. 4 and 5). Nerve root touch was as
much associated with leg pain as nerve root displace-
ment and compression in patients with radiculopathy
(Table 3, Fig. 5).
There were no statistically significant associations for
nucleus signal changes, disc height reduction, spinal
stenosis or Modic changes (Tables 2 and 3).
Generally, the ‘max scores’ showed the differences
more clearly than the ‘sum scores’ and ‘present vs. ab-
sent’ analysis. When analyzing the ‘max score’ associa-
tions subdivided by radiculopathy, more statistically
significant associations appeared (Table 3), and adjusted
R2 increased owing to the strong association between
radiculopathy and leg pain as shown in Table 4.
When adjusting for leg pain by subtracting leg pain
from back pain, nerve root touch also was positively as-
sociated with back pain in patients without radiculopa-
thy (β = 4.19 (0.27–8.10), p = 0.036, data not shown in
the Tables).
Univariate analyses of demographic and clinical variables
Back pain was negatively associated with age, and leg
pain tended to be positively associated with age (Table 4).
BMI was not statistically significantly associated with
any of the outcomes (Table 4).
Radiculopathy was strongly associated with leg pain,
not with back pain. Disability and use of pain medicine
were associated with all three outcomes. Back pain was
higher in patients with pain duration >3 months, leg
pain not statistically significant (Table 4).
Widespread pain was associated with leg pain, not
with back pain (Table 4). The same was true when only
including patients with non-specific LBP (back pain β =
3.3, p = 0.054; leg pain β = 10.7, p < 0.001).
Table 1 Baseline variables
Dependent variables
Back + leg pain intensitya , mean (SD) (range) 32.3 (11.9) (8, 60)
Women, mean (SD) 32.4 (12.3)
Men, mean (SD) 32.1 (11.6)
Back pain intensitya, mean (SD) (range) 17.7 (6.50) (3, 30)
Women, mean (SD) 18.6 (5.8)
Men, mean (SD) 16.6 (7.1)
Leg pain intensitya, mean (SD) (range) 14.4 (8.30) (0, 30)
Women, mean (SD) 13.6 (8.5)
Men, mean (SD) 15.3 (8.0)
Independent variables
MRI findings (presented in Table 2)
Demographic and clinical variables
Sex: female/all (% female) 75/141 (53)
Age: mean (SD) (range) 41.6 (10.6) (18–60)
Body Mass Index (BMI): mean (SD) (range) 26.8 (4.55) (18.4–40.2)
No with radiculopathy/all, n (%) 61/141 (43)
Disability (Roland Morris), mean (SD) (range) 15.7 (3.8) (5–23)
Women, mean (SD) 15.6 (4.0)
Men, mean (SD) 15.8 (3.6)
Duration of pain, n (%)
≤ 3 mo 73 (53)
3-6 mo 38 (27)
7-12 mo 9 (7)
> 12 mo 18 (13)
Much bothered by widespread pain the preceding
2 wk/all , n (%)
23/141 (16)
Using pain medicine 5–7 days pr. wk/ 0–4 days
pr. wk/all
86/50/135
Tender points: median (range) 6 (0–18)
Other baseline variables presented elsewhere [6]
aon the examination day and the preceding two weeks
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Table 2 Univariate linear regression analyses, adjusted for age and sex
Back + leg pain (0–60) Back pain (0–30) Leg pain (0–30)
(N = 134) (N = 135) (N = 137)
MRI variable n (%) β (95 % CI) p β (95 % CI) p β (95 % CI) p
Nucleus signal change
Max score 0.352* 0.137* 0.772*
Hyperintense
with band 18 (13) ref. ref. ref.
Intermediate 119 (84) 1.21 (−4.96, 7.38) 0.699 −0.05 (−3.28, 3.18) 0.975 0.99 (−3.28, 5.27) 0.646
Hypointense 4 (3) 9.63 (−3.67, 22.9) 0.154 6.39 (−0.58, 13.4) 0.072 3.24 (−5.98, 12.5) 0.488
Sum score (ref. with band) −0.23 (−1.53, 1.07) 0.724 0.24 (−0.45, 0.93) 0.490 −0.43 (−1.32, 0.45) 0.336
Present ( − ) 123 (87) 1.44 (−4.74, 7.62) 0.645 0.12 (−3.14, 3.39) 0.941 1.05 (−3.20, 5.31) 0.625
Osteophytes
Absent 45 (32)
Sum score (ref. absent) 0.65 (−0.31, 1.61) 0.184 0.22 (−0.28, 0.73) 0.382 0.38 (−0.26, 1.03) 0.242
Present ( − ) 96 (68) 1.55 (−3.15, 6.25) 0.469 −0.22 (−2.69, 2.25) 0.859 2.05 (−1.14, 5.25) 0.207
Disc height reduction
Max score 0.250* 0.631* 0.115*
Absent 28 (20) ref. ref. ref.
Slight 40 (28) 5.06 (−0.85, 11.0) 0.093 0.98 (−2.15, 4.11) 0.536 3.97 (−0.06, 8.02) 0.054
Moderate 63 (45) 1.89 (−3.73, 7.52) 0.507 −0.77 (−3.76, 2.32) 0.614 2.18 (−1.65, 6.00) 0.263
Severe 10 (7) 6.81 (−2.52, 16.1) 0.151 0.15 (−4.82, 5.13) 0.951 6.64 (0.25, 13.0) 0.042
Sum score (ref. absent) 0.36 (−0.57, 1.29) 0.447 0.08 (−0.42, 0.57) 0.757 0.24 (−0.39, 0.88) 0.453
Present ( − ) 113 (80) 3.53 (−1.63, 8.70) 0.178 0.02 (−2.72, 2.76) 0.987 3.21 (−0.33, 6.74) 0.075
High Intensity Zone
Absent 42 (30)
Sum score (ref. absent)
Present ( − ) 99 (70) −0.05 (−2.40, 2.30) 0.969 −0.41 (−1.65, 0.83) 0.513 0.41 (−1.20, 2.00) 0.617
2.74 (−1.83, 7.31) 0.238 −0.66 (−3.07, 1.76) 0.593 3.53 (0.46, 6.60) 0.025
Protrusion/ herniation
Max score 0.548* 0.154* 0.032*
Absent 15 (11) ref. ref. ref.
Bulging 23 (16) −1.94 (−10.3, 6.31) 0.637 0.12 (−4.19, 4.43) 0.956 −2.55 (−8.03, 2.94) 0.360
Protrusion
Broad 7 (5) −2.55 (−13.5, 8.42) 0.646 0.09 (−5.61, 5.79) 0.976 −2.63 (−9.51, 4.70) 0.479
Focal 48 (34) 2.77 (−4.49, 10.0) 0.452 1.48 (−2.29, 5.25) 0.439 1.29 (−3.56, 6.13) 0.600
Extrusion 40 (28) 1.28 (−6.37, 8.94) 0.740 −2.41 (−6.37, 1.54) 0.229 3.21 (−1.87, 8.29) 0.214
Sequestration 8 (6) 6.18 (−5.35, 17.7) 0.291 −1.49 (−7.48, 4.50) 0.624 7.65 (−0.05, 15.3) 0.051
Sum score (ref. absent) 0.03 (−0.82, 0.86) 0.939 −0.24 (−0.69, 0.21) 0.290 0.29 (−0.29, 0.86) 0.328
Present (−) 126 (89) 1.78 (−5.61, 7.97) 0.732 −0.05 (−3.63, 3.54) 0.979 0.97 (−3.70, 5.65) 0.681
MRI nerve root signa
Max score 0.688* 0.023* 0.104*
No touch 52 (37) ref. ref. ref.
Touch 31 (22) 2.95 (−2.59, 8.49) 0.294 1.79 (−1.05, 4.62) 0.214 1.42 (−2.31, 5.16) 0.452
Displacement 37 (26) 2.59 (−2.87, 8.05) 0.349 −0.98 (−3.77, 1.82) 0.490 3.45 (−0.19, 7.08) 0.063
Compression 21 (15) 1.02 (−5.80, 7.84) 0.769 −3.90 (−7.30, −0.49) 0.025 5.09 (0.55, 9.62) 0.028
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TPs were associated with back pain (Table 4, Fig. 6),
but not with leg pain. When only considering patients
with non-specific LBP, β turned positive for leg pain
(back pain β = 0.44, p = 0.010; leg pain β = 0.35, p =
0.151).
TPs correlated with widespread pain (Wilcoxon’s rank-
sum test, p = 0.0002), but there was only partly overlap.
More than 10 TPs were present in 31 patients (22 %),
and widespread pain was reported by 23 patients (16 %).
A combination of more than 10 TPs and widespread
pain was only present in 11 patients (8 %).
Other associations
Except for HIZ displaying only borderline association
with age (p < 0.1), all other degenerative manifestations
were associated with age (p varying form 0.02 to 0.0001).
Disc herniation, MRI nerve root sign and spinal stenosis
were more prevalent in men than in women (p varying
from 0.03 to 0.001), but there was no statistically signifi-
cant sex difference in regard to other degenerative mani-
festations. More men than women had radiculopathy
(66 %, p < 0.001).
HIZ was associated with disc herniation (p < 0.001),
and 76 of 99 HIZ were present in patients with focal
protrusions or extrusions. All degenerative manifesta-
tions were correlated, especially disc herniation and MRI
nerve root sign (Spearman’s rho 0.79, p < 0.001). Nerve
root touch was most often seen in relation to focal pro-
trusion (21 of 31 nerve root touch cases).
Multivariate analyses also including other pain variables
Back + leg pain and leg pain associations were similar,
except for MRI nerve root sign explaining more of the
pain in the former and disc herniation in the latter
(Table 5). Widespread pain contributed further to the
two models explained leg pain in a subset of patients
without radiculopathy. Only 14 % of the back + leg pain
variation was explained, whereas 31 % of the leg pain
variation was explained. Age was only statistically signifi-
cant in the leg pain model. MRI findings explained most
of the variation.
Back pain was associated with type 1 Modic changes
as compared to type 2 Modic changes when adjusted for
MRI nerve root sign (Table 5). Other combinations of
MRI variables were not possible due to collinearity. MRI
nerve root displacement and compression were associ-
ated with less back pain, and nerve root touch tended to
be associated with more back pain. Only the tender
point variable contributed to this model. Thus, 15 % of
the back pain variation was explained, and MRI findings
explained most of the variation.
Disability and use of pain medicine were not included
in the models, as they were considered caused by the
pain, not explaining the pain. Sex and BMI did not
Table 2 Univariate linear regression analyses, adjusted for age and sex (Continued)
Sum score (ref. no touch) 0.20 (−1.46, 1.86) 0.813 −0.82 (−1.67, 0.04) 0.062 0.90 (−0.20, 2.00) 0.109
Present (−) 89 (73) 2.43 (−1.97, 6.83) 0.276 −0.49 (−2.81, 1.84) 0.679 2.97 (0.00, 5.94) 0.050
Spinal stenosis
Max score 0.587* 0.426* 0.894*
Absent 123 (87) ref.
Relative 14 (10) 3.81 (−3.48, 11.1) 0.303 2.44 (−1.41, 6.28) 0.212 0.51 (−4.35, 5.38) 0.768
Severe 4 (3) 1.11 (−11.4, 13.6) 0.861 −0.74 (−7.34, 5.86) 0.825 1.95 (−6.70, 10.6) 0.657
Sum score (ref. absent) 1.24 (−1.63, 4.11) 0.393 0.45 (−1.06, 1.97) 0.554 0.52 (−1.41, 2.45) 0.594
Present (−) 18 (13) 1.90 (−3.12, 6.92) 0.455 0.79 (−1.86, 3.44) 0.556 0.78 (−2.63, 4.18) 0.653
Modic changes
Type 0.242* 0.109* 0.708*
Absent 57 (40) ref. ref. ref.
Type 1 25 (18) 0.72 (−5.29, 6.73) 0.813 1.52 (−1.63, 4.66) 0.341 −0.96 (−5.08, 3.16) 0.609
Type 2 59 (42) −3.54 (−8.47, 1.39) 0.157 −1.73 (−4.30, 0.85) 0.187 −1.42 (−4.83, 1.99) 0.412
Sum score (ref. abs.) 0.13 (−0.51, 0.77) 0.689 0.08 (−0.26, 0.42) 0.642 0.05 (−0.39, 0.49) 0.812
Present (ref. abs.) 84 (60) −2.12 (−6.65, 2.41) 0.356 −0.64 (−3.03, 1.74) 0.594 −1.26 (−4.37, 1.84) 0.464
β regression coefficient; CI confidence interval; ref reference. P-values less than 0.05 indicated by Italics
Back + leg pain, back pain and leg pain were dependent variables. The degenerative manifestations were described blinded and standardised and expressed as
‘max scores’, ‘sum scores’ and ‘present vs. not present’. A ‘max score’ shows the number of patients with the manifestation indicated as the worst manifestation.
The distribution of degenerative manifestations across the lumbar segments has been published elsewhere [6]
The numbers in subgroups not adjusted for missing values
*Overall p by Wald’s test
aThe highest adj. R2 = 0.10 (back pain intensity), all other < 0.10
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Table 3 Univariate linear regression analyses as measured by max scores, subdivided by radiculopathy
Back + leg pain (N = 134) Back pain (N = 135) Leg pain (N = 137)
MRI variable n (%) β (95 % CI) p β (95 % CI) p β (95 % CI) p
Osteophytesa 0.003* 0.810* <0.001*
Absent 45 (32) ref. ref. ref.
Present
–radiculopathy 48 (34) −2.52 (−7.64, 2.59) 0.331 0.19 (−2.60, 2.99) 0.892 −2.52 (−5.74, 0.71) 0.125
+radiculopathy 48 (34) 6.00 (0.78, 11.2) 0.025 −0.68 (−3.54, 2.19) 0.641 7.00 (3.72, 10.3) <0.001
High intensity zone 0.034* 0.528* <0.001*
Absent 42 (30) ref. ref. ref.
Present
–radiculopathy 43 (31) −0.33 (−5.52, 4.48) 0.899 0.05 (−2.74, 2.85) 0.970 0.34 (−3.64, 2.97) 0.841
+radiculopathy 56 (40) 5.63 (0.52, 10.7) 0.031 −1.30 (−4.04, 1.44) 0.348 7.15 (3.90, 10.4) <0.001
Protrusion/herniata. 0.116* 0.228* <0.001*
Absent 15 (11) ref. ref. ref.
Bulging
–radiculopathy 18 (13) −4.76 (−13.2, 3.71) 0.268 −0.71 (−5.23, 3.81) 0.755 −4.43 (−9.74, 0.89) 0.102
+radiculopathy 5 (4) 9.26 (−3.16, 21.6) 0.143 3.67 (−2.95, 10.3) 0.275 5.67 (−2.23, 13.6) 0.158
Protrusion
Broad
–radiculopathy 6 (4) −4.31 (−15.6, 6.95) 0.450 −0.71 (−6.71, 5.29) 0.815 −3.59 (−10.8, 3.57) 0.323
+radiculopathy 1 (1) 9.37 (−15.2, 33.9) 0.451 5.32 (−7.76, 18.4) 0.422 4.14 (−11.5, 19.7) 0.601
Focal
–radiculopathy 29 (21) 0.43 (−7.15, 8.01) 0.910 2.20 (−1.84, 6.24) 0.283 −1.74 (−6.56, 3.08) 0.477
+radiculopathy 19 (13) 7.40 (−0.95, 15.8) 0.082 0.55 (−3.90, 5.00) 0.806 6.87 (1.56, 12.2) 0.012
Extrusion
–radiculopathy 12 (9) 0.62 (−8.82, 10.1) 0.897 −1.29 (−6.33, 3.74) 0.613 0.78 (−5.09, 6.64) 0.793
+radiculopathy 28 (20) 2.51 (−5.45, 10.5) 0.533 −2.77 (−6.97, 1.43) 0.193 5.21 (0.16, 10.2) 0.043
Sequestration
–radiculopathy 0 – – – – – – – – –
+radiculopathy 8 (6) 7.39 (−3.91, 18.7) 0.198 −1.47 (−7.49, 4.55) 0.630 8.89 (1.71, 16.1) 0.016
MRI nerve root sign 0.033* 0.056* <0.001*
No touch 52 (37) ref. ref. ref.
Touch
–radiculopathy 19 (13) −2.62 (−8.84, 3.60) 0.406 0.78 (−2.52, 4.09) 0.639 −3.17 (−7.19, 0.86) 0.122
+radiculopathy 12 (9) 13.0 (5.18, 20.8) 0.001 3.52 (−0.62, 7.66) 0.095 9.73 (4.68, 14.8) <0.001
Displacement
–radiculopathy 15 (11) 1.18 (−6.02, 8.39) 0.745 −0.09 (−3.92, 3.73) 0.961 0.62 (−3.92, 5.15) 0.789
+radiculopathy 22 (16) 4.08 (−2.10, 10.3) 0.194 −1.51 (−4.79, 1.78) 0.365 5.90 (1.91, 9.90) 0.004
Compression
–radiculopathy 3 (2) −1.50 (−15.3, 12.3) 0.831 −0.61 (−7.96, 6.75) 0.871 0.60 (−9.58, 8.38) 0.895
+radiculopathy 18 (13) 2.18 (−4.92, 9.29) 0.544 −4.53 (−8.18, −0.87) 0.016 6.86 (2.36, 11.4) 0.003
Spinal stenosis b 0.198* 0.532* 0.084*
Absent 123 (87) ref. ref. ref.
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contribute to the models, and pain duration was not in-
cluded in the back pain model, as it explained less of the
back pain than the MRI associations.
Discussion
In the present study, 57 % and 43 % of the patients were
classified clinically as non-specific LBP and radiculopa-
thy, respectively, Sixty-two percent of the patients re-
ported more back pain than leg pain.
Back pain tended to be dominant in women and leg pain
dominant in men. However, back + leg pain and disability
were strikingly similar in the two sexes probably owing to
common selection criteria in terms of 1–4 months of sick-
listing. There was a preponderance of men among the pa-
tients with radiculopathy, which is in agreement with other
studies [21, 22]. However, the literature is not consistent in
regard to sex-difference of degenerative manifestations:
X-ray studies have shown osteophytes and end plate scler-
osis more prevalent in men, but disc height reductions
more prevalent in women [23, 24]. Furthermore, gender
was not associated with the one-year prognosis in the
present study [15, 25] or in LBP studies in general [26].
In the multivariate analyses, age was positively associ-
ated with leg pain probably reflecting the age-association
with degenerative manifestations also demonstrated in
other studies [27].
Accordingly, all analyses were adjusted for age and sex.
The associations between pain and MRI findings were
best demonstrated by the ‘max score’ analyses. However,
only 15 % of the back pain was explained by MRI nerve
root sign, type 1 Modic changes and tender points. In
contrast, the leg pain was better explained by age, de-
generative manifestations and widespread pain account-
ing for 31 % of the variation.
Table 3 Univariate linear regression analyses as measured by max scores, subdivided by radiculopathy (Continued)
Present
–radiculopathy 7 (5) −2.77 (−12.9, 7.37) 0.590 0.56 (−4.83, 5.95) 0.837 −4.54 (−11.0, 1.93) 0.167
+radiculopathy 11 (8) 6.62 (−1.29, 15.5) 0.100 2.39 (−1.82, 6.60) 0.263 4.39 (−1.01, 9.79) 0.110
β regression coefficient; CI confidence interval; ref reference. P-values less than 0.05 indicated by Italics
Back + leg pain, back pain and leg pain intensity were dependent variables, all analyses adjusted for age and sex. The numbers in subgroups not adjusted for
missing values
The estimates for small subgroups (<5) should not be considered reliable
*Overall p by Wald’s test
aThe highest adj. R2 = 0.22 (leg pain), the second highest disc herniation (leg pain): 0.19
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Fig. 1 Back pain and leg pain in relation to different types of disc herniations. Overall, only associations with leg pain were statistically significant
(Table 2), statistical significance by type indicated by ‘*’. Negative values should be interpreted as less pain as compared to the reference group
(no disc herniation). A1, bulging; A2, broad protrusion; A3, focal protrusion; A4, extrusion; A5, sequester














Back and leg pain vs. MRI nerve root sign









Fig. 2 Back pain and leg pain in relation to different types of MRI nerve root sign. Overall, only associations with back pain were statistically
significant (Table 2), statistical significance by type indicated by ‘*’. Negative values should be interpreted as less pain as compared to the
reference group (no MRI nerve root sign). B1, nerve root touch; B2, nerve root displacement; B3, nerve root compression
Touch Displacement Compression
L4/L5
Focal protrusion ExtrusionFocal protrusion
L5/S1L5/S1
Fig. 3 Focal protrusion with nerve root touch (left) or displacement (middle) and extrusion with nerve root compression (right)
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Fig. 4 Back pain and leg pain in relation to different types of disc herniations with and without radiculopathy. Overall, only associations with leg
pain were statistically significant (Table 3), statistical significance by type indicated by ‘*’. Negative values should be interpreted as less pain as
compared to the reference group (no disc herniation). A1, bulging; A2, broad protrusion; A3, focal protrusion; A4, extrusion; A5, sequester, ‘rad’
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Back and leg pain vs. MRI nerve root sign -/+ radiculopathy











Fig. 5 Back pain and leg pain in relation to different types of MRI nerve root sign with and without radiculopathy. Overall, only associations with
leg pain were statistically significant, back pain being borderline (p = 0.056, Table 3). Statistical significance by type of MRI nerve root sign
indicated by ‘*’. Negative values should be interpreted as less pain as compared to the reference group (no MRI nerve root sign). B1, nerve root
touch; B2, nerve root displacement; B3, nerve root compression, ‘rad’ indicating + radiculopathy
Jensen et al. BMC Musculoskeletal Disorders  (2015) 16:374 Page 10 of 15
Finally, back + leg pain was least explained reflecting dif-
ferent associations for back pain and leg pain. Nonetheless,
we still consider the back + leg pain variable important, as
it was previously identified as one of only two variables
contributing in explaining all three outcomes at 1 year:
pain, disability and return to work [15, 25]. The other vari-
able was type 1 Modic changes [6].
The lack of association between back pain and disc
herniation was in good accordance with some previous
studies [1, 28]. It is also illustrated by the high
Table 4 Univariate linear regression analyses of demographic and clinical variables
Back + leg pain (0–60)
(N = 134)
Back pain (0–30) Leg pain (0–30)
(N = 135) (N = 137)
Baseline demographic and clinical variables β (95 % CI) p β (95 % CI) p β (95 % CI) p
Sex , ref. female −0.25 (−4.35, 3.86) 0.906 −2.01 (−4.21, 0.19) 0.073 1.72 (−1.08, 4.53) 0.226
Age, pr. y, ref. 18 y −0.06 (−0.25, 0.14) 0.576 −1.35 (−0.24, −0.03) 0.011 0.08 (−0.06, 0.21) 0.252
BMI, pr. unit, ref. 18.4 0.17 (−0.28, 0.62) 0.449 0.22 (−0.01, 0.46) 0.062 −0.01 (−0.32, 0.30) 0.947
Radiculopathy, ref. noa 6.52 (2.20, 10.8) 0.003 −1.21 (−3.54, 1.11) 0.302 7.95 (5.22, 10.7) <0.001
Disability, pr. unit, ref. 5a 1.50 (1.02, 1.98) <0.001 0.57 (0.30, 0.84) <0.001 0.93 (0.59, 1.27) <0.001
Duration of pain 0.080* 0.029* 0.083*
≤ 3 mo ref. ref. ref.
3-6 mo 2.30 (−2.51, 7.10) 0.346 2.55 (0.07, 5.02) 0.044 0.18 (−3.12, 3.48) 0.914
7-12 mo 10.9 (2.38, 19.3) 0.012 5.24 (0.86, 9.62) 0.019 6.06 (0.21, 11.9) 0.043
> 12 mo 0.19 (−6.32, 6.70) 0.954 3.32 (−0.03, 6.68) 0.052 −2.69 (−7.16, 1.79) 0.238
Widespread pain yes, ref. no 9.46 (3.68, 15.2) 0.002 3.02 (−0.11 , 6.14) 0.058 6.69 (2.71 , 10.7) 0.001
Use of pain medicine 5–7 days pr. wk, ref. 0–4 days 6.34 (2.08, 10.6) 0.004 2.45 (0.19 , 4.72) 0.034 3.45 (0.52 , 6.39) 0.021
Tender points, pr. point, ref. 0 0.15 (−0.39, 0.69) 0.579 0.35 (0.08, 0.63) 0.012 −0.21 (−0.59, 0.15) 0.247
β regression coefficient; CI confidence interval; ref reference. P-values less than 0.05 indicated by Italics
Back + leg pain, back pain and leg pain intensity were dependent variables. All analyses adjusted for age and sex, except age and sex
*Overall p by Wald’s test





0 5 10 15 20
Tender points











Fig. 6 The association between back pain intensity and tender points. The slope β was 0.41 when unadjusted for age and sex. The broad cloud
of dots reflects the considerable variability, though statistically significant as shown in Table 4 and 5
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prevalence of asymptomatic disc herniations [4]. How-
ever, most studies have shown association between disc
herniation and LBP the past year [4, 29]. A cohort
study with follow-up imaging after 3 years showed as-
sociations between previous pain and the presence of
disc extrusion, central stenosis and nerve root com-
promise, however, not other degenerative manifesta-
tions [30]. Thus, disc herniation may be associated with
previous pain rather than actual pain.
Back pain was associated with nerve root touch espe-
cially in patients with radiculopathy, but not nerve root
displacement or compression. Thus, it may be hypothe-
sized that nerve root touch may be more important for
back pain than just the presence of disc herniation.
Type 1 Modic changes are characterized by more in-
flammatory changes than type 2 changes [31] which
may explain the association with back pain. The asso-
ciation demonstrated here is in accordance with the
literature [32, 33]. Although in the present study asso-
ciated with back pain and not leg pain, it may not be
concluded that type 1 Modic changes do not cause leg
pain.
Although disc herniations frequently occur without
pain [4, 34], leg pain is often well explained by disc her-
niations, especially extrusions and sequesters, which was
demonstrated here as elsewhere [10, 35]. However, we
found no association in patients without radiculopathy,
which may be due to the small sample size. But it also
Table 5 Three multivariate models including MRI variables and other explanatory variables
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may reflect that disc herniation seldom causes leg pain
in the absence of radiculopathy.
As expected, nerve root touch, displacement and com-
pression were also closely associated with leg pain, but
clinical radiculopathy was only present in about two
thirds of these (43 % vs. 63 %). The explanation may be
chemical. Radiculopathy is dependent on both pressure
and chemical substances predominantly induced by con-
tact with nucleus pulposus tissue [36]. We found nerve
root touch as much associated with leg pain as nerve
root displacement or compression and also with back
pain. This also may indicate that the chemical compo-
nent is more important than the mechanical component,
which was supported by another study [28]. That study
showed no significant differences in regard to degenera-
tive manifestations between a group with radiculopathy
and a matched control group, except for nerve root im-
pingement. Some studies have shown effect of tumour
necrosis factor inhibitors or anti-interleukin 6 in patients
with radiculopathy. [36–38]. In one study in patients
with sciatica, a TNF-alfa inhibitor (eternacept) infiltrated
on the nerve root was more effective than dexametha-
sone at 1 month [37], in another study in patients with
lumbar stenosis, anti-interleukin 6 infiltrated on the
nerve root was more effective than dexamethasone at
1 month [38]. Thus in the future, we may learn to man-
age the chemical component more specifically by bio-
logic therapy in some of the patients with radiculopathy.
HIZ is often believed to be responsible for back pain, al-
though not confirmed by two population studies [1, 39],
one of these including more than 1000 patients [39]. In
the present study, HIZ was only associated with leg pain
in patients with radiculopathy, which partly may depend
on its association with disc herniation.
Similarly, osteophytes were only associated with leg
pain in patients with radiculopathy. This may be ex-
plained by the osteophytes’ potential of being space oc-
cupying. We have not been able to find other MRI
studies highlighting this aspect, but population studies
using X-rays have shown just modest associations with
LBP [40].
Associations between degenerative manifestations and
back pain may have been overshadowed by other pain
mechanisms as for instance descending anti-nociceptive
mechanisms: The TP variable contributed to the multi-
variate back pain model, and patients with more than 10
tender points had 4 units higher back pain intensity than
patients with less than 2 tender points. Tender points
may explain some cases of back pain by a fibromyalgia-
like pain mechanism, as tender points were previously
shown to be positively associated with back pain and
negatively associated with radiculopathy and disc
height reduction [9]. Of course tender points cannot be
regarded as a very precise measure, but rather may be
understood as some sort of standardised measure of dif-
fuse tenderness.
Widespread pain was associated with both tender
points and leg pain, but not with back pain. It did ex-
plain leg pain in some of the patients without radiculo-
pathy. Widespread pain is reported by 10–13 % in the
general population [41] and was present in 16 % of the
patients. Tender points and widespread pain may indi-
cate sensitization of the nociceptive system, but notably,
they played different roles in relation to back pain and
leg pain in the present study.
Tender points were previously shown to be associated
with one-year pain and disability in the multivariate ana-
lyses, whereas widespread pain was only associated with
the outcome in the univariate analyses [15].
Strengths
The statistical analyses were performed in three different
ways allowing us to compare the result of ‘max scores’
‘sum scores’ and ‘present vs. absent’.
The present pain registration provided a better mapping
of back pain and leg pain than in most other studies. The
classification in non-specific LBP or radiculopathy took
place before and independent of the standardised MRI de-
scription that has been validated previously [16].
The present population included patients referred by
general practitioners for secondary health care [14], but
all patients were selected by sick-listing criteria and were
probably not subjected to other sorts of bias such as
economic aspects, care seeking behaviour or expecta-
tions or plans for surgery.
Activities of daily living were importantly affected, as
the mean Roland Morris score was 16, a high level in
comparison with other LPB populations [42].
Limitations
The present study was cross-sectional and therefore can-
not prove causal relationships. The total number of pa-
tients was limited and defined by pragmatic reasons and
not by power calculation. This resulted in small sub-
groups implying a risk for overlooking associations with
MRI findings, and it may also explain the lack of associ-
ations with spinal stenosis. Some structural findings
were not included such as disorders like Scheuermann
or spondylolisthesis. Widespread pain recording only
covered the preceding 2 weeks. Multiple testing implied
a risk for coincidental findings.
Perspectives
The lack of associations between back pain and all de-
generative manifestations except type 1 Modic changes
highlights the need for caution, when degenerative mani-
festations on MRI are interpreted and explained to pa-
tients with non-specific LBP. Usually, we do not know
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the exact cause of pain in patients with non-specific LBP
[43], and this is still so even when MRI of the lumbar
spine is available.
There is a need for more research in immunological
processes and chemical substances in the spinal canal in-
fluencing pain processing.
Conclusions
The associations between MRI findings and pain were
best demonstrated by the ‘max score’ analyses, i.e. by
subclassifying the patients in relation to the most se-
verely degenerated segment.
The present study confirmed the importance of identi-
fying patients with radiculopathy, not only for selection
purpose for surgery, but also in order to better under-
stand pain.
Degenerative MRI findings explained disappointingly
little of the back pain, but explained more of the leg
pain, especially after incorporating the clinical classifica-
tion of radiculopathy. Nerve root touch was both associ-
ated with back pain and leg pain, but nerve root
displacement or compression was only associated with
leg pain. Disc herniation, HIZ or osteophytes were not
associated with back pain, but with leg pain in patients
with radiculopathy. Diffuse hyperalgesia, as measured by
tender points, contributed in explaining the back pain.
Widespread pain contributed in explaining the leg pain
in patients without radiculopathy.
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